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The Capgras syndrome, an uncommon psychiatric syndrome, was originally
described in 1923 by Capgras and Reboul-Lachaux who termed it 'l'illusion des
sosies' (the illusion of doubles). In this syndrome, the patient believes that a
person, usually a close relation, has been replaced by an exact double. This
delusion assumes a central dominating role in the symptomatology even in the
presence of other psychotic features. It occurs in the setting of clear conscious-
ness and is a delusional misidentification in which perception is not impaired and
memory is intact.1 We report a case in which there is a cultural influence on the
content of the delusions reflecting the current political scene in Northern Ireland.
CASE HISTORY
A 30-year-old single male office worker, who had assaulted his mother, was
admitted to a psychiatric hospital as a formal patient. In a belligerent manner, he
related his belief that his mother and two brothers had been murdered and
replaced by 'lookalikes'. He stated that on two occasions he had been told by a
member of the security forces, who had identified himself to him in a public bar,
that his family had been murdered and replaced by lookalikes. These lookalikes
were to observe him as it was believed that he was involved in a terrorist organ-
isation. The patient had no links whatsoever with any organisation. Further
enquiry revealed that the patient could perceive slight differences between the
appearance of his elder brother and that ofthe lookalike. The latter had straighter
hair and the tone of his voice was different. The patient also believed that there
were electronic devices around his home gathering intelligence for the security
forces and that it was common in Northern Ireland for keyfigures oforganisations
to have been replaced by lookalikes for intelligence purposes. The patient's
speech was quite coherent and there was no evidence of thought disorder. His
affect was angry and tense with no sign of depression or elation. He denied
hallucinatory experiences. Results of physical and neurological examination were
normal and all investigations, including EEG and isotope brain scan, were
unremarkable. He was commenced on trifluoperazine and showed marked
improvement. His delusions became well encapsulated. His detention was not
extended and when he took his own discharge from hospital, he was considered
fit to return to work. Unfortunately he refused treatment with a long-acting depot
phenothiazine but agreed to attend the outpatient clinic.
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The patient is the second son in a family of four siblings. His mother had had a
psychiatric admission for depression. He first received psychiatric treatment in
the form of psychotherapy for a chronic anxiety state at the age of 20 years.
A year later his father died and he briefly took charge of the family farm until his
elder brother returned from England to take over. The patient found alternative
employment but felt jealous of his brother, who assumed a dominant role in the
family, and was favoured by the mother. Eight years later, when his elder brother
married and the patient moved to accommodation with his mother in a nearby
town, he became disturbed. He believed that he was being doped with drugs and
that he was under surveillance by the security forces. He was admitted to hospital
where a diagnosis of a paranoid psychosis was made and he was treated with
chlorpromazine. On discharge his compliance with treatment was poor and five
months later he developed the symptoms of the Capgras syndrome.
COMMENT
In many ways this patient is typical of others that have been reported with this
syndrome. The patient developed an elaborate systematised delusion involving
doubles of close relations with perception of slight differences in the physical
appearance in the case ofthe elder brother. Usuallythe double is an exact replica,
but Merrin and Silberfarb review 14 cases in which the double differed slightly
in appearance from the original person.2 The most common accompanying
diagnosis is schizophrenia but cases have been described in which the diagnosis
has been schizo-affective psychosis or affective psychosis. A marked paranoid
tendency has been found in almost all cases irrespective of diagnosis.3 In
recent years, many papers have suggested an organic basis to the Capgras
syndrome.3'4'5 The type of organicity included cerebral atrophy, head injury,
alcoholism and toxic delirium. However, Berson suggests that, while organic
factors may be present and may even be the basis of the psychotic state, it is
unlikely that organic factors alone can be held causally accountable for the
content of the delusion of doubles, primarily because of the selectivity of the
delusion.6
The psychodynamic explanation for the Capgras syndrome is that it is basically a
love-hate conflict resolved by directing ambivalent feelings on to an imagined
double. One can only speculate on the dynamic antecedents in this case but they
may be related to the patient's changing position in the family and a complicated
relationship between him and his mother.
There is no specific treatment for this syndrome and therapy must be directed
towards the accompanying condition. The prognosis of the delusion of doubles
does not necessarily follow the course of the associated psychosis. Treatment
must also include helping to improve the relationship between the patient and the
persons implicated and helping the relatives to gain insight and perhaps change
their attitude towards the patient.7
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BOOK REVIEWS
Cell, tissue and disease: the basis of pathology. By Neville Woolf. 2nd ed. (pp 503. Illustrated.
Paperback £8.50). London: Bailliere Tindall, 1986.
It seems almost by accident that Professor Woolf provides, in his preface, a useful definition of the
term 'General Pathology'. This book, he claims, is primarily about how diseases happen. Generations
of pathologists have struggled with this remit in the attempt to produce an intelligible and reasonably
comprehensive text. The first problem is that most medical students are thrown into this subject with
little or no background knowledge of the terminology or ofthe clinical features of disease. The second
problem is the weight of tradition and precedent which largely indicates what topics will and will not
appear on the Contents page of such a book. Professor Woolf has resolved these problems as well as
anyone is likely to do within the format of a pocket-book of 500 pages.
This is a readable book. The subject order is partly dictated by tradition and partly by logic, from cell
injury and inflammation through tooncogenesis. AfterChernobyl, the author mayregretthecalculated
omission of radiation injury. Similarly, developmental and genetic disease is explicitly excluded. The
virtual absence of shock, DIC and pathological fibrosis are regretted by the reviewer. Was it necessary
to classify the viruses tothe extent attempted, while leaving malaria and otherparasitic diseases largely
untouched? On the other hand, is it fair, in reviewing a short text for beginners, to criticise gaps in the
coverage of a subject as broad and as diverse as medicine itself?
This is a nicely produced and economical book, in the printing of which a single added colour is used
effectively for contrast. A brief reading list is provided. There are some half-tone illustrations, a few of
which are disappointing, and some useful diagrams. The value of the schematic mice on page 449
remains unclear! Professor Woolf has taken on one of Pathology's most difficult tasks and deserves
credit for his success, as reflected in the publication of this second edition. He mostly manages
to explain 'how diseases happen' at a level which is scientifically valid and which still remains
comprehensible to a junior medical student. PGT
Basic surgery. By JohnA McCreadie, Gerard PBurns and Carol Donner. 2nd ed. (pp 656. Illustrated.
£24.75). New York: Macmillan Publishing Co, 1986.
This 1986 book appears nine years after the first edition, but there have been few changes in format,
length and content. Although the editors and several contributors have Belfast connections, the
authors are mainly North American and the book is designed as a textbook and text supplement for
medical students and surgical residents. The 35 chapters are grouped into four units - 'Basic
considerations', 'Total care of the surgical patient', 'Principles of general surgery', 'Principles of
specialty surgery'. The editors emphasise the importance of understanding basic science principles
and their application to surgical management. Unfortunately the major fault with this type of book is
that the spectrum of material covered allows space for only superficial coverage of physiological
concepts and therapeutic applications. Medical students will find the reviewsofthe metabolic response
to injury, immune response, cancer spread and pain management particularly useful, but may have
difficulty integrating these basic principles into the management of specific surgical conditions.
Surgical trainees will be frustrated by the superficial discussion of most topics and the paucity of
up-to-date references but may find it a useful 'aide-memoire' prior to examinations. Many of the
illustrations are excellent, presenting abundant information which is easily assimilated, but the colour
plates ofsurgical anatomy add nothing to the book, apart from expense. Indeed, at the recommended
price, this book is poor value for money on this side of the Atlantic. Its greatest appeal will be to
students who have only limited access to clinical material and who require an easily digested overview
of surgical science. BJR
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